STATE OF CONNECTICUT
DEPARTMENT OF DEVELOPMENTAL SERVICES

PLACEMENT REQUEST FOR OBRA PARTICIPANT


[bookmark: Text1]Date:       

[bookmark: Text2]To:       , Case Manager

[bookmark: Text3]From:       , OBRA Coordinator

[bookmark: Text4]RE:       

[bookmark: Text5]DDS#:      

[bookmark: Text6]DOB:      


The above named individual was approved for a short term stay in a nursing facility on

     . A thirty day extension was granted on:

     .

Since he/ she has exceeded the 60 day limit for Short Term stays and has not been approved for a Long Term stay, a referral to the regional placement Team should have been made.

       OBRA Coordinator

Please complete this form and return it to me providing the following information:

[bookmark: Text10]Date of presentation to Placement Committee:      

[bookmark: Text11]Priority Status:       

[bookmark: Text12]Date of placement on the Olmstead List:       


[bookmark: Text13][bookmark: Text14]Signature of Case Manager        Date:       
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